Introduction
Contemporary paediatric practice increasingly poses ethical dilemmas for all members of the multidisciplinary team, irrespective of their seniority. These include:
(a) whether treatment should be started, discon- 
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The ethical permissibility of experimental investigations or treatment, for example covert video surveillance, multiple organ transplants and xenografting have also been the subject of controversy between professionals and the focus of media 6 interest.
Despite a growing interest in health care ethics in the UK, there is no clear view as to how individual provider units might attempt to resolve ethical dilemmas which they face. In the USA and elsewhere some units have established institutional or clinical ethics committees (CECs) whose function has mainly been to provide a forum for ethical debate, analysis and evaluation, for both topics and cases.7-9 Although over two-thirds of US paediatric units have CECs no purely child-focused CECs exist in the UK, despite the specialised problems posed by paediatric practice. The function of a UK ethics committee has recently been describedl' but we are aware of no prospective studies which might indicate the need for CECs in the UK.
To address this question the Great Ormond Street Hospital for Children NHS Trust set up a working party, whose terms of reference were:
(a) to determine the nature of ethical dilemmas and the frequency with which they arose; (b) (i) The adequacy of information given (especially concerning investigations and medical as opposed to surgical treatments) and the adequacy of both parents' and children's understanding of the nature and purpose of all types of investigations and treatment. Constraints of both time and space were felt to exert pressure on children and parents to consent, which raised questions about the truly voluntary nature of the consent. A number of respondents specifically commented on the difficulties of obtaining truly informed consent from ethnic minority families whose understanding of English was poor.
(ii) Lack of involvement of children in obtaining consent and the infrequency with which the child's views were expressed or considered in treatment decisions.
(iii) The initiation of treatments which were distressing, heroic, experimental or futile and their continuation even in the face of a poor prognosis. As a corollary, the tendency for families not to be offered, routinely and sensitively, terminal care as an alternative. (iv) Some respondents felt that it was appropriate that psycho-social factors should determine whether or not treatment was given.
(v) The majority of those questioned would agree, if so requested by child or parent, to keep secret information which might otherwise alter the child's treatment.
(vi) Difficulties in deciding how competing claims for scarce resources might fairly be decided.
B -THE METHODS FOR DEALING WITH ETHICAL ISSUES AND THEIR PERCEIVED ADEQUACY
The main multidisciplinary forum for discussion of ethical issues and dilemmas was the unit or psychosocial meeting, although occasionally ethical aspects of particular cases were discussed at regular hospital clinical presentations (grand rounds). Such discussions were criticised as being ad hoc, unstructured and constrained by time. Individual members of multidisciplinary teams tended to discuss issues within their own discipline and often with their peers, rather than senior or juniors. There Retrospective review of decisions in cases that have aroused ethical controversy enables the appropriateness of those decisions to be reviewed, with the hope that future cases may be better handled. An important consequence of this "moral audit" is the contribution that CECs may make to the development of integrated standards and guidelines, directed at enhancing good ethical practice and improving patient care. These include specific hospital ethics guidelines and others in which there is a significant ethical impact. Examples include Do Not Resuscitate (DNR) orders and consent and withdrawal of treatment guidelines. We would argue that the US experience with case consultative committees suggests that policy development and evaluation may be the most important role of future CECs. Although one outcome is likely to be the reduction of future conflict and controversy there will also be educational consequences, which we now consider. To some extent this is a combination of all the above functions, but with the important proviso that time is available for information-gathering, a proper debate of the issues and reflection. Attention to these details should avoid the pitfalls described by US authors. '3 14 It would be more important for such a group to be multidisciplinary so as to support the concept of multidisciplinary working and holistic care. With increasing concerns about the inhumane nature of some modern medicine'6 this function would be of considerable value.
All four functions would potentially increase chances of arriving at decisions which are both rationally and ethically sound, and enhance both professional and patient autonomy in partnership, when facing difficult ethical decisions. Much indecision, guilt and frustration which arise in such circumstances could be alleviated, and the possibility of obtaining a truly informed consent -an area of concern in our study -increased.
We believe that potential pitfalls can be avoided by CECs having a clear sense of purpose as expressed in their terms of reference; by being consultative and not prescriptive, and by having a membership which is multidisciplinary and ethically and legally trained. However, they should not try to usurp the role of a court and their primary purpose should not therefore be case decision. In Warnock has argued for a properly constituted national ethics committee, similar to the President's Commission, whose remit would be to examine a wide range of issues arising in both medical practice and research, in response to the public need for candour. 22 Although such a group might well have some relationship with local CECs its role would surely be to examine larger issues for which there was no local consensus. An additional function of local CECs could therefore be to submit issues to a national committee. As yet, apart from institutions such as the Nuffield Council for Bioethics, we do not seem to have moved significantly toward the formation of a national group; perhaps establishing local CECs could give the process some impetus.
We would therefore advocate the formation of CECs, with the safeguards that we have outlined. Such groups need to be accountable and accessible; for case analysis at least, patients and proxys should have access. Recommendations made by committees should be the subject of review and audit to determine whether they adequately reflect current ethical and legal guidelines.
Comparison between committees having different modes of functioning would be valuable and instructive. We hope that this paper will stimulate debate on the nature and function of ethics committees in the UK, and indeed internationally. 
